Mature cystic teratoma is the most common type of ovarian germ cell tumour. It is usually asymptomatic and slow growing until it manifests with torsion, infection, or spontaneous rupture. We report a case of ovarian teratoma eroding into the sigmoid colon with consequent per-rectal bleeding.
Mature cystic teratoma or dermoid cyst is the most common type of ovarian germ cell tumour, accounting for 10% to 20% of all ovarian neoplasms. It may remain asymptomatic until it manifests with acute abdomen torsion or infection. It is usually benign and rarely involves surrounding organs. We report a case of ovarian teratoma eroding into the sigmoid colon with consequent per-rectal bleeding.
CASE REPORt
In December 2014, a 47-year-old woman presented to Queen Elizabeth Hospital with fresh per-rectal bleeding and lower abdominal pain. She had undergone laparoscopic left salpingo-oophorectomy and right partial ovarian cystectomy for bilateral ovarian dermoid cysts 16 years earlier.
Magnetic resonance imaging (MRI) of the pelvis showed a lesion with heterogeneous fat intensity and tooth-like hypointensity in the sigmoid colon abutting the uterus (Figure 1 ). Colonoscopy revealed a polypoid mass with three hard lesions ( Figure 2 ). Biopsy was not performed because of concerns about possible bowel perforation and secondary peritonitis. Computed tomography (CT) of the pelvis showed three calcified lesions inside the lumen of the sigmoid-descending colon junction, with a normal right ovary separable from the lesions ( Figure 3 ).
The patient underwent en bloc resection of the sigmoid colon and right ovary. The sigmoid colon was acutely kinked and wrapped around and tightly adhered to the right ovary. Primary anastomosis of the large bowel was performed. Microscopy confirmed the polypoid colonic mass comprising tooth, epidermis, sebaceous gland, and adipose tissue, with no immature components or malignancy.
DiSCUSSiON
Ovarian dermoid cysts that perforate the bowel may result in hairy stools, acute abdominal pain, and perrectal bleeding.
1,2 In our patient, iatrogenic rupture of ovarian cyst during previous cystectomy was the likely cause of the dermoid cyst eroding into the colon, leading to intra-abdominal spillage of tumour contents. It then caused chemical peritonitis, resulting in an inflammatory reaction and adhesion to surrounding structures and erosion into the colon. Spillage of tumour contents into other abdominal organs such as the urinary bladder, bowel, and abdominal wall has been reported. 3, 4 Differential diagnoses of dermoid cyst eroding into the colon include inflammatory bowel disease, malignant 
(a) (b) (c)
neoplasm, prior radiation, tubo-ovarian abscess, diverticulitis, granulomatous diseases, tuberculosis, and amoebiasis. 5 Spontaneous rupture of a dermoid cyst is rare due to its thick wall. The major complications of dermoid cysts include torsion, rupture, infection, and malignant change. 6 Torsion is most common, accounting for 16% of cases; spontaneous rupture occurs in only 0.7% to 1.3% of cases. 6, 7 Even when the dermoid cyst is ruptured, inflammation and erosion into the bowel are rare. About 55 cases of primary rectal teratoma have been reported worldwide, 8 whereas only about 11 cases of secondary involvement due to direct invasion by primary ovarian teratoma have been reported. 9 In our patient, although the primary ovarian teratoma had been resected 16 years earlier, there was still development of a secondary lesion in the colon. This supports the hypothesis of tumour spillage during previous cystectomy rather than direct tumour invasion from residual tumour.
MRI and CT are useful in diagnosis and surgical planning. T1-weighted MRI showed a heterogeneous lesion with hyperintense fat signals and non-enhancing calcifications with low signal intensity. CT showed the tooth-like calcifications and their constant relationship with the bowel wall. Coronal and sagittal reformatted images revealed the anatomical relationship of the lesion with adjacent organs.
